Background: Engagement of the public in defining and shaping the organization and
reducing cost and waste by identifying and addressing redundancies and overlap. 7 While public involvement in health-care reform can be promoted using a range of initiatives, 8 implementation of strategies that promote meaningful patient engagement remains a challenge, 7, 9 in part because of deeply entrenched power imbalances between patients, providers and policymakers. 10 Informed by Gaventa's theory of power, the objectives of this qualitative study were to describe the expressions, forms and spaces of power from the perspectives of persons who participated as Patient/Family Advisors (PFAs) in quality improvement initiatives called Rapid Process Improvement Workshops (RPIWs) within the health-care system of Saskatchewan, Canada. RPIWs are intensive quality improvement events that focus on a single problem in service delivery, identify the root cause and create solutions. PFAs serve as integral members of the team working to address these objectives.
| BACKGROUND
Although health care putatively exists to meet the needs of patients, ideologies reflecting the vested interests of providers and funders have often resulted in hegemonic and paternalistic systems described as "coercive and controlling, without choices as to refusing care, what kinds of care may be considered, or who provides the care." 11 In conventional health-care systems, power is vested in providers and funders while patients and families are accorded a passive role as beneficiaries of health-care services. "User involvement is 'in the gift' of services, in that it is discretionary whether service-users are invited to
participate or under what conditions." 11 Burgeoning public mistrust [12] [13] [14] and new demands for transparency and accountability 15, 16 in health care have been catalysts for the development of new forms of partnership with those whom the system is intended to serve. This paradigm shift reflects growing support for the principles of democracy and consumerism within health care, which is marked by greater public involvement and enhanced accountability. 1 Increasing recognition that health-care services, unlike goods, are coproduced 7 has led to widespread efforts to build effective partnerships and engage with patients, caregivers and the public with a view to incorporating their perspectives in health-care redesign.
Efforts to engage the public in health-care decision making are not without detractors. The goals, the nature and extent of activities intended to foster patient engagement are often decided by powerful gate-keepers within the health-care system. Although patients and families are increasingly called upon to act as coproducers of health care, sharing navigation is challenging when accountability for the overall system ultimately rests with professionals and bureaucrats. "It is neither possible nor desirable to share power and responsibility equitably between patients and professionals in all situations…[in some instances], the burden of responsibility…must fall disproportionately on health care professionals". 7 Tokenism, suboptimal quality of involvement and lack of resources for meaningful engagement of patients have also been noted as barriers to genuine engagement. 17 Patient engagement initiatives have further been criticized as window-dressing efforts by decision makers to legitimize foregone decisions when power imbalances are not actually re-aligned. 11 Critical examination of patient engagement initiatives, particularly in the area of mental health, has found relatively minimal impact in terms of addressing pre-existing structural inequalities and making any differences to the patient experience.
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| THEORETICAL PERSPECTIVE
Gaventa developed a theoretical approach to examining power through his investigation of social dynamics in an impoverished
Appalachian valley mining region. 22 His theory was initially developed to help explain the reasons underlying the acquiescence and passive agreement of groups facing social oppression who were excluded from decision making in matters of key concern to them. 23 Gaventa's theory holds promise for examining the role of patient engagement in health care, an arena in which patients and families have typically been excluded from participation and decision making, and, until recently, have generally complied and acquiesced to this status quo.
Gaventa described a three-dimensional model of power 24 ("the power cube") comprised of levels, forms and spaces as a means to include the voices to marginalized groups in development initiatives.
Power is conceptualized as having four expressions: "power over,"
"power with," "power to," and "power within. In contrast, activated citizens are aware of and able to articulate their grievances with conventional systems; they deal with predominantly hidden forms of power. 24 The hidden power in health care exercised by governments, funders and providers creates barriers to public participation, excludes key issues from the public arena and controls politics from "backstage". 24 Creating a culture of person-centred care involves an evolution towards Gaventa's 22 
| Ethical approval
Ethical approval for this project (13-294) was granted by the University of Saskatchewan Behavioural Research Ethics Board.
| Setting and participants
Within the province of Saskatchewan, the large-scale implementation of Lean in 2012 was introduced as a strategy by the provincial government to promote patient-centredness and improve health-care quality. 26 Lean principles focus on ensuring that all processes add value to the "customer"; any processes or activities that do not add value are considered "waste." 27 RPIWs are intensive Lean activities lasting five consecutive days directed at eliminating waste within the health-care system. 28 Teams of PFAs, staff and leaders focus on a single problem in service delivery, identify the root cause and create solutions to be evaluated after 30, 60 and 90 days. 27 Participants in each RPIW vary according to the nature of the event, but include front-line providers, physicians, decision makers and staff from related departments. PFAs have been mandated as essential participants in RPIWs and must commit to attend the entire event. RPIWs cannot proceed without the participation of one or more PFAs.
PFAs are "individuals who have recent experiences with the Saskatchewan health-care system as a patient or a family member.
They volunteer their time to provide perspectives of patients and families to planning, and development, implementation and evaluation of policies and programs." 29 Honoraria and expenses are paid to PFAs according to prescribed rates. PFAs may be engaged in formal initiatives, such as working groups and RPIWs, or may serve informally as consultants on specific projects on an ad hoc basis. 28 While PFAs were not initially involved in the design of the RPIW events, their on-going feedback was incorporated into later iterations of the RPIWs. 
| Data collection
A semi-structured interview guide was constructed to reflect broad themes from the patient engagement literature and the objectives of 
| Data analysis
Interviews were transcribed verbatim and analysed using a deductive thematic analysis approach to identify, analyse and report patterns (themes) within the data. 30 Two of the researchers independently reviewed, annotated and coded each of the transcripts and then collaboratively created initial codes for the data. 31 The collated codes were reviewed and sorted according to overarching themes. 30 The transcripts were carefully re-examined for relevant data relating to each theme and additional data entered into the coding framework. Two of the researchers jointly reviewed, defined and named to accurately and thoroughly represent the data and ensure consensus. 30 The final form of each theme was constructed guided by Gaventa's 24 
| RESULTS
| Expressions of power within the health-care system
Most PFAs reported one or more encounters within the health-care system in the past that had been clearly disrespectful and dehuman- Participating as a PFA offered new opportunities to share "power with" the existing health-care system in designing strategies to improve services and outcomes. "Power with" strategies are based upon finding common ground amongst diverse interests and building collective strength to build bridges to promote equitable relations. Motivations to participate as a PFA were often predicated upon acting on expressions of "power to" and "power within." "Power to" can be described as the unique opportunities of every individual to shape his or her life and world, which reflects agency and opens up the possibilities of joint action, whereas "power within" refers to the capacity to imagine and have hope for a better world. 
So I should I have a right to say my decision on my healthcare, to a certain degree."
Regardless of whether they had had positive or negative experiences with the health-care system in the past, most participants were ultimately motivated to participate from the stance of "power within"-a sense of obligation to contribute to the betterment of a public service as the driving force to volunteer for this initiative. The key criteria for selecting effective PFAs for future initiatives were identified by participants as the capacity to act on the power available to the PFAs within the invited space. Having lived experience as a patient or family member within the health-care system was seen as requisite to be able to contribute effectively to the discussion. 
| Forms of power
| DISCUSSION
The novel role of advisement on targeted health-care redesign initiatives disrupted the conventional forms and spaces of power accorded to patients and families within this particular health-care system in a time-limited manner ( Figure 1 ). Decision makers with formal power intentionally altered the form of power held by patients and families through the creation of an invited space within the RPIW. Given the deeply entrenched exclusion of patients and families from health-care decision-making spaces, this opportunity came to be viewed by PFAs as a genuine effort by those who governed the system to include the voices of consumers.
The goal of patient engagement within these activities was at the level of "collaboration", 32 but without final decision-making power that characterizes the level of empowerment or shared execution.
Gaventa's model 24 suggests those who create the space retain power within it. Decision makers in this case retained complete control over the topics covered in the RPIWs, the format and organization of the events and the outcomes that were implemented. The opportunity for the public to contribute to setting future quality improvement agendas, rather than merely participating in the agendas of decision makers, would signal a welcome shift in forms and spaces of power.
According to Gaventa's model, 24 however, potential for sustaining and creating new spaces depends on both strong mobilization from outside the space (ie, patients, families and the public) and on strong political will from decision makers to hold these spaces open.
If engagement of the public in redesigning health care is to become normalized and embedded in the future, all stakeholders have critical roles to play. Increasing focus on the importance of patient and provider collaboration to codesign products and services is advocated as a primary mechanism to make patient-centred care the new reality. 32 Decision makers must create on-going opportunities to welcome the input of and feedback from patients and families, while the public must assert its desire and willingness to contribute and engage with the health-care system.
Efforts to support sharing "power with" PFAs were highly successful during the event itself, although this "power with" was time-limited.
For PFAs who had little or no on-going contact with the team following the RPIW, the lack of opportunity to discover the outcomes of their efforts to improve quality underscored that the "power with" held by the PFAs had only been temporary. While the intent to continue to engage with PFAs on these initiatives may have been genuine, sufficient resources must be in place to allow communication to continue.
F I G U R E 1 Patient Power in Evolution
Participation as a PFA served as a potent demonstration to patients and families that sharing "power with" the health-care system was both possible and desirable. While the PFAs in this study were activated and confident individuals, the traditionally closed spaces in which providers and bureaucrats made key health-care decisions had previously excluded meaningful participation. Participation increased PFAs' awareness and knowledge regarding operational and decisionmaking aspects of the health-care system, resulting in both new-found confidence and skills for them to act as advocates. Some PFAs recognized the potential to independently create claimed spaces in the future to share their common issues and concerns with other patients and families and assert their power as consumers.
Achieving adequate representation of the population in coproduction efforts is limited by diverse interests and capacities on the part of patients. 7 Participation in these RPIWs was limited to those who could afford the time and had sufficient resources to participate in this event. While recruitment materials stated that a key goal of this initiative was to obtain input from a diverse group of patients, forms and spaces of power served to restrict engagement. Inclusion of traditionally 'hard to reach' groups will require the creation of forms and spaces of power acceptable to these populations. The need for alternate forms of engagement for those with health, material or social disadvantages is predicated on that value that "the healthcare system cannot abandon patients who do not have the resources or expertise to partner effectively in coproducing good outcomes for themselves." Large-scale transformation of health-care systems with multiple missions and a broad array of stakeholders must, begin with incremental changes to group norms 33 such as those that took place within the invited space of the RPIW. Provider perspectives on patient engagement make a significant contribution to the normalization of patientcentred culture. Future research examining if, how and why providers value patient engagement will be an important contribution to the literature in this area. The evolution of patient engagement initiatives will increasingly be founded on the premise that user-negotiated structures and processes must be on-going and dynamic. 34 
| Strengths and limitations
Use of Gaventa's theory of power 24 provided conceptual underpinnings to our study of the experience of PFAs in quality improvement initiatives that can be built upon in future research. While all PFAs had participated in an RPIW within the previous year, variability in time elapsed since participation may have influenced recall to some extent.
Studying the PFA experience immediately following the engagement experience may have promoted consistency of recall. Although our findings cannot be generalized to other settings as this was an investigation in a single Canadian province using a particular form of patient engagement, we believe that the study provided valuable insights into the role of power and into the perspectives of patients and families who participated in these workshops.
| CONCLUSIONS
Acknowledging the role of power within health care, and the ways in which power differentials affect the relationships between patients, families, providers and decision makers, is pivotal to advancing patient-centred care. Gaventa's 24 theory served as a helpful framework with which to examine the forms and spaces of power for PFAs participating in extended quality improvement events and can be used to develop new strategies to incorporate patient and family voices into the design and evaluation of health initiatives.
While the success of strategies to promote patient engagement are contingent on a host of factors within a given health-care system (eg, public and funder health priorities, organizational cultures), 33 patients and the public appear eager to embrace the opportunities and the changes in power that accompany the transformation to a more patient-centred system.
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